A case of isolated candidal fungal balls in the common bile duct causing obstructive jaundice and cholangitis is described. There were no predisposing factors. The fungal balls were removed from the common bile duct and a transduodenal sphincteroplasty was performed. Microscopic analysis yielded colonies of candida. Postoperative period was uneventful. At follow-up no evidence of candida infection was evident. He is now 3 years post-surgery and is well.
INTRODUCTION
Candidiasis of the extrahepatic biliary tract is rare [1, 2, 3] [6] , and cryptococcus neoformens [7] . The pathogenesis is not certain-the reported postulations are direct invasion of the common bile duct from the duodenum [4, 5] or systemic candida sepsis could establish microabscess in liver parenchyma following movement of candida organisms into the bilary tree [4] . In our patient, a haematogenous route seems unlikely as there were no signs of systemic candidiasis. In a review of nine patients with candidiasis of the extra-hepatic biliary tract, systemic candidiasis was associated in only one patient [2] .
Several predisposing factors for candida infection are immunocompromised patient, malignant haematologic disease, broad-spectrum antibiotic administration, corticosteroid therapy, diabetes, previous surgery or trauma [1, 2, 8, 9] . None of these factors were present in our patient. Carstensen et al. [5] and Marcucci et al. [10] have also reported common bile duct obstruction secondary to infection with candida and in their patients also there were no apparent predisposing factors.
The spectrum of biliary involvement by candida includes fungal balls in the extrahepatic biliary tree [1, 2, 4, 5] and inflammatory changes of the biliary tree [2, 11] . Our patient presented with cholangitis. The main findings were those of a cholestatic liver profile, ductal dilation with filling defects on ERCP suggestive of common bile duct stones. In a review of nine patients with candidiasis of the extra-hepatic biliary tract [2] , jaundice was the clinical manifestation in three patients, fungal balls in the common bile duct were present in three patients, gangrenous cholecystitis in two, two patients had acute cholecystitis and purulent bile was present in two patients. In our patient there was congenital absence of the gallbladder and dense adhesions were present in the area of common bile duct and it could not be identified. We had to open the duodenum first, the nasobiliary catheter acted as a probe and helped in performing papillotomy and subsequently sphincteroplasty facilitated removing the fungal balls from the common bile duct. The common bile duct was then flushed with normal saline to achieve clearance, though intraoperative choledochoscopy is the most effective method for biliary tract exploration and gives the surgeon more security in complete clearance of the common bile duct [12, 13] . The common bile duct was extremely thick walled and oedematous. A completion cholangiogram had shown that the common bile duct was clear and there was free flow of contrast into the duodenum.
The treatment depends on the operative findings. We performed a transduodenal sphincteroplasty and T-tube drainage of the common bile duct after removing the fungal balls. We did not administer antifungal therapy as we thought that in the absence of any systemic candidiasis, drainage may be sufficient. Marcucci et al. [10] and Gupta et al. [1] [1] or biliary stents [2] . Further, Candida infections may be a problem after liver transplantation [3] . The 
